MISSOURtI DIVISION OF HEALTH — STANDARD CER'I'IFICATE OF DEATH —63_01'7210

DEPARTMENT OF PUBLIC HEALTH AND WELFAR 2 STATE FILE NUMBER
po NDED Registration District No. __‘Z_L!rlmury Registration District No. _@ o2 Registrar's No. -....ZE__H..__

T BT AR ‘
- ri LA 2. USUAL RESIDENCE (Where decessed lived. If institstion: Residence before

VS 300 a. COUNTY RaY & STAIEI 1inOis b, COUNTY Jas per admission)
Rev. 4/59 B. CITY (if cutsides corporate limits, give TOWNSHIP anly} Length of stay in 15 c. CITY ‘ Tnatde Limits

wwn Richmond P 1 Day owv  Newton Yo [ No OO
1 ogq o <. L%;P“%EOQF (¥ NOT in hospital, 9!6- Totation) insida Limits d. STREEY If cutsida, give location) Raside on Farm
— Yv'V . ADDRE

2 g120 msition’ Ray County Hospital |vessr ne 5315 N, Goble Yo I No X

3 M . NAME OF DECEASED First ‘Middle Lulf 4, DATE Month Day Year
: -+ (Typa or print} FR-AN'K.' : e : : : : : : - OF - - : : - -
. J. WHALEY pEAH  May 6 1963
5. SEX - 6. COLOR OR RACE 7.- Marrisd [ ' Never Marriad [ 7 BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Male White Widowsdg)  Divareed 2"@ 1889 [T e free | M
10a. USUAL OCCUPATION Give kind of work done | T0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City lﬂd state of country} | 12, CITIZEN OF WHAT COUNTRY

NG Il o G b R ie Railroad Newton 111.. U.S.A.

13s. FATHER'S NAME N T3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Whaley Sarah Fear Mary Allen (dec)

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16 eAciar Cecithoty ayg, |37, INFORMANT Address .
{Yus, unknown) | (If yes, give war or dates of o N . .
[0} [~ Mrs, Fisher lexington, Mo,

18. CAUSE OF DEATH (Enter only one cause per line far (a), (b), and {e). INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ) ONSEF AND TH
IMMEDIATE CAUSE {a) p d y

Conditions, if any, ]

DATE AMENDED

DOCUMENT

which ‘gave rise to
above ‘cause (a),
stating the under-
lying cause lest. DUE TO (¢}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related o the terminal PART 11, 1 deceasad - was female was
disease condition given in PART | (a) thare # pragnancy in last 90 days.

_ -]D\'MIDNQIDUnkmn
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE B0h. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Il of itsm 18.)
PERFORMED? a 0O n]
YES 0 NO¥J

20c. TIME OF Hour Month, Day, Year
INJURY a.m.

AMENDMENTS ON THiIS RECORD ARE ‘AS FOLLOWS
INSTEAD OF

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or aboul home, | 204. CITY, TOWN, OR LOCATION . COUNTY
WHILE AT WORK farm, factory, stroef, office -bldg., etc.)
NOT WHILE AT WORK [J

MEDICAL CERTIFICATION'

21. 1 attended the decnudhom_;ﬁm 3 fa 5-6 63 and [ast 3aw’ pjpm alive on 25 =54 .3

1:45 A, m on the date stated ahove, and to the beat of my knowhdoa, from the causes stated.

Desth occurred. at.
22a. SIGNATU D or title) 22b. ADDRESS 22: DATE SIGNED

*M.D. | Richpond, Mo,

23a. BURIAL, CREMATION, 233 DﬁE 23 lAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)
REMOVAL (Specify _ . R
Removal 5-6-63 ewton, Illinois Newton,

. ADORESS 25. DATYE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATURE .
’Vaﬂ?ﬁ?ﬁ?giker Lexington, Mo. bl (9L W e é :
Ed hd - /

{Licansed Embaimer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

""SHOULD READ.

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY- LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by ____ - Student Embalmer No.

working under my personal supervision.

Student. i
: ' Signature of Student. Embalmer

Licensed Embalmer No

. P.O. Address%&_%

Nofe: The above MUST BE -SIGNED BY, THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact:should be.so stated above,




